Perineal wounds in dogs present a challenge due to limited local availability of skin for closure and constant exposure to fecal contaminants. This report describes temporary rectal stenting in two dogs following severe perineal wounds. Dog 1 presented with a 4 3 4 cm full-thickness perineal slough secondary to multiple rectal perforations. A 12 mm internal diameter endotracheal tube was placed per-rectum as a temporary stent to minimize fecal contamination. The stent was removed 18 days after placement, and the perineal wound had healed at 32 days post-stent placement, when a minor rectal stricture associated with mild, intermittent tenesmus was detected. Long-term outcome was deemed good. Dog 2 presented with multiple necrotic wounds with myiasis, circumferentially surrounding the anus and extending along the tail. A 14 mm internal diameter endotracheal tube was placed per-rectum. The perineal and tail wounds were managed with surgical debridement and wet-to-dry and honey dressings prior to caudectomy and negative pressure wound therapy (NPWT). Delayed secondary wound closure and stent removal were performed on day six without complication.
Introduction
Perineal and peri-anal wounds in dogs present a challenge due to limited local availability of skin for closure and the constant exposure to fecal contaminants and the associated risk of wound contamination. 1 Early fecal diversion, traditionally by colostomy, is frequently advocated in humans with perineal and rectal wounds to minimize complications associated with contamination and subsequent sepsis; however, controversy exists regarding optimal management. [2] [3] [4] [5] [6] [7] [8] Colostomy has been infrequently described in dogs. [9] [10] [11] [12] The additional cost and care incurred by temporary colostomy may not be acceptable to some owners and the attendant morbidity of colostomy may be substantial. 10 While Hardie et al.
reported diverting or incontinent colostomy in five dogs for palliation of obstruction or leakage of the distal colon or rectum, peritoneal leakage of fecal contents and subsequent septic peritonitis occurred in one patient. 10 In addition, skin excoriations associated with the stoma site appear almost inevitable. [10] [11] [12] Furthermore, these colostomies require intensive management, including regular bag and flange changes.
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Rectal catheter systems have been used successfully in humans with perineal excoriations or burns to manage fecal contamination. 7, 13 Although fecal soiling was not completely eliminated in all The stent was replaced after inadvertent removal on day 26. At that time, the rectal perforation was still present but granulation tissue was noted surrounding the stoma. A recheck on day 30
found the stent in place and the perforation to have reduced in size, albeit with the presence of a mucoid discharge from the perineal wound; however, no evidence of gross fecal contamination was seen at any point. The dog re-presented on day 36 due to tenesmus and further mucoid discharge from the perineal wound. On rectal examination on day 37, the rectal perforation was healed and the stent was removed and no further wound dressings were applied.
The dog's anal tone was subjectively reduced immediately following stent removal but subsequently improved; no episodes of incontinence were reported.
Rectal examination at re-evaluation at day 51 revealed a minor annular rectal stricture, with a subsequent rectal diameter of 7 mm, were suspected and two intravenous boluses of 300 mL 0.9% NaCl were administered, which restored normotension.
No evidence of intra-abdominal pathology was identified on abdominal radiographs or focused assessment with sonography for trauma. 15 Extensive perineal and tail wound lavage was performed with tap water to remove gross contamination, followed by lavage with 0.9% NaCl. Samples were obtained from the peri-anal wounds for aerobic and anaerobic culture, prior to administration of Endorectal fecal diversion systems employed in humans use an inflatable bulb to maintain positioning, with a narrowed neck to minimize discomfort and stretching of the external anal sphincter. 7, 14 Only one patient in two case series complained of discomfort. 7, 13 The stents placed in this study were modified endotracheal tubes that were not specifically designed to allow irrigation and fecal clearance. The tubes used in this series had a uniform diameter, which would likely exert greater forces on the anal sphincter and seem more likely to produce discomfort. In addition, the sutures used to retain the tubes may have provided an additional source of discomfort. Despite these potential issues, Dog 2 tolerated stent placement without any overt signs of discomfort, although Dog 1 exhibited persistent tenesmus. While further cases may benefit from the use of specifically designed endorectal catheters, the human systems would not have been appropriate for Dog 1, due to small body size and insufficient endorectal length and the force produced by the system to secure it within the rectum.
7,13
Endoscopy was not performed in either dog after stent removal to assess for the presence of iatrogenic pathology so the effects of stent placement on the ano-rectal mucosa are unknown; 
